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A considerable literature has developed around racial and
ethnic health disparities (Institute of Medicine, 2012) since
they were first brought to national attention in the mid-1980s
(Heckler, 1986). However, there remain misconceptions
regarding their magnitude and pervasiveness. For instance, as
illustrated in Figure 1, White Americans as a group are not the
healthiest Americans; in fact, they have the second-highest
mortality rate of the five racial/ethnic groups for whom health
statistics are routinely reported. Hence, automatically using
the mortality rate of a disease or condition among Whites as
the “gold standard” to which other groups are compared is not
appropriate; rather, the lowest rate should be used as the
standard comparator. Nonetheless, in most reports on racial
and ethnic health disparities, rates for White are so used.

Figure 1. Mortality Rates, U.S., All Causes Deaths/100,000 population –age-adjusted

Source: Heath, United States, 2014
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Further, all minority groups are not affected similarly by the
disparity phenomenon; rather, African Americans not only
have the highest overall mortality rate, they have the highest
mortality rate for every leading cause of death. Compared to
the lowest mortality rate, African Americans have 2.3 times
the risk of death from heart disease, 2.1 times the risk of death
from cancer, 1.9 times the risk from stroke, 2.9 times the risk
from diabetes mellitus, 7.5 times the risk from homicide, and
28 times the risk from AIDS. There is no racial or ethnic
group with a higher risk of death from any of these causes.

among Black Americans. This is the number of Blacks who
would not have died had the Black mortality rate been the
same as the White mortality rate. Satcher et al. (2005)
undertook a similar investigation 20 years later and calculated
that for the year 2002, there were 83,570 excess deaths among
African Americans. A rough calculation using 2011 mortality
rates suggests that there were about 65,000 excess deaths
among African Americans in that year. There has, of course,
been a population increase since publication of the Secretary’s
Report. But considering that the 58,942 excess AfricanAmerican deaths in the Report represented a two-year period
(hence, 25,000-30,000 excess deaths per year) it is hard to say
that we are doing any better now.

The Secretary’s Task Force on the Health Status of Blacks
and Other Minorities (Heckler, 1986) calculated that in the
period of 1979-1981, there were 58,942 “excess deaths”

Figure 2. Percent of respondents age 25-74 self-evaluating as in less than very good health
Health status reported as excellent, very good, good, fair, or poor

Middle income persons, in turn, are more likely to have any
of these conditions than high-income persons (Mendes, 2010).

The Causes of Disparities
The determinants of health status may be approximated as
lifestyle 40%, biology (genetics) 30%, environment 20%, and
medical care 10%. The lifestyle determinant was further
parsed by Foege and McGinnis (1993) and Mokdad et al.
(2004), as tobacco about 18%, physical inactivity and diet
about 15% and alcohol 3.5%. There are also determinants of
lifestyle, and these are commonly referred to as the social
determinants of health, including such things as income,
education, employment status, housing, discrimination, and
powerlessness. For instance, in Figure 2, it can be seen that,
regardless of race or ethnicity, persons with less education are
consistently more likely to rate their health as less than “very
good” than those with more education.

The Whitehall Study of the British Civil Service offers the
most well-known documentation of the relationship between
occupation and health: workers in the professional and
executive classifications were found to have the lowest
mortality rates, followed by clerical staff; the highest
mortality rates were found among those in the lowest
classifications (Marmot, 2004). A voluminous literature on
the impact of racism and discrimination on health and health
care is documented and summarized in the Institute of
Medicine Study, Unequal Treatment (Smedley, Smith, and
Nelson, 2013).

Life expectancy is proportional to income (Chetty et al.,
2016), a relationship that has been known since the 19th
century (Villermé, 1830). In the US, low-income persons are
more likely than middle-income persons to have high blood
pressure, obesity, high cholesterol, heart attack, cancer,
depression, diabetes, headaches, and even colds or the flu.

http://www.gapha.org/jgpha/

Disparities and Prevention
An examination of disparities in cancer offers an attractive
model for reducing disparities more generally. Figure 3
illustrates the US cancer mortality rate among Black and
White males from 1950.
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Figure 3. Cancer mortality rates, males, U.S. age-adjusted deaths/100,000 population

This graph offers several interesting features. The first is that
prior to about 1960, there was almost no racial disparity. If
there was any, it was a “reverse disparity” – a higher cancer
mortality rate among Whites than Blacks. In the years
following the early 60’s, cancer mortality steadily increased,
as did the black-white cancer mortality disparity. Then,
beginning in the early 1990s, cancer mortality began to
experience a steady decrease. At the same time, the blackwhite mortality disparity also began a steady decrease, falling
from a difference of 125 deaths/100,000 population in 1990 to
60 deaths/100,000 population in 2010.

The decline in cancer mortality is not difficult to explain. The
shape of the cancer mortality curve is primarily driven by
lung cancer, which is by far the leading cause of cancerrelated death. Lung cancer is mainly caused by smoking;
many other cancers are also associated with smoking. From
the mid-1960s onward, smoking rates declined (Figure 4), a
phenomenon that is often attributed to the First Surgeon
General’s Report on Smoking and Health (USDHHS, 1964).

Figure 4. Smoking prevalence, males, U.S., persons >18 years old

About 25 years after smoking rates began to decrease –
roughly the “incubation period” for lung cancer – cancer
mortality rates began to decrease. And, as shown in Figure 4,

http://www.gapha.org/jgpha/

the smoking disparity between Black and White men also
decreased. Although the smoking rate among Black men
exceeded that among White men by about 20% in 1960, by
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the late 1990s, Black and White men were smoking at about
the same rate. Hence, we see a happy confluence of
phenomena: with a decline in smoking came a decline in
cancer, and with a decline in the black-white smoking
disparity came a decline in the cancer disparity. Prevention
emerges as the key to reducing the cancer mortality disparity
and is more effective in this regard than is the pursuit of a
better treatment – which, in the case of lung cancer, has been
essentially a futile pursuit for decades.
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Summary
African Americans suffer more from health disparities than
any other racial or ethnic group. In fact, African Americans
have the highest mortality rate from every major cause of
death. If public health is (as it fancies itself) social justice in
health and health care, then it must address this injustice.
The underlying cause of disparities is social determinants:
income, education, discrimination, powerlessness, and other
social factors. In the long run, a “level playing field” must be
developed for these factors. But considerable progress in
reducing disparities can be achieved through health promotion
and disease prevention initiatives that focus on lifestyle
determinants of health: tobacco control, improvements in diet,
increases in physical activity, firearm control, and other wellknown measures.
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